S everal studies suggest that language barriers in the health care setting decrease access to primary and preventive care, [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] impede patient comprehension, 11, 12 decrease patient adherence, 13, 14 and reduce patient satisfaction. [15] [16] [17] [18] [19] As such, language barriers impose a significant and increasing threat to quality care for limited English proficient (LEP) individuals. According to the 2000 Census, more than 21 million Americans (8%) speak English less than ''very well''-a 30% increase since the 1990 Census. In California, home to a third of the nation's LEP population, 1 in 5 people speak English less than ''very well. '' 20 Although several studies have found that use of providers who can communicate directly with LEP patients in the patient's primary language (language-concordant) is associated with improved patient comprehension, 11, 12 self-reported health status, 21 interpersonal processes of care, 22 and patient recall, 23 the limited bilingual provider supply falls short of LEP demand. Therefore, health care institutions have needed to rely on interpreters. While the use of untrained or ad hoc interpreters like family, friends, and bilingual administrative and custodial staff is common, 24, 25 several studies have
shown that, as compared with trained medical interpreters, this practice leads to increased miscommunication and errors, often with clinically significant consequences. [26] [27] [28] [29] [30] Given that trained medical interpreters have specialized training in medical terminology, interpretation accuracy, and confidentiality, advocates for LEP individuals have argued for the routine use of trained medical interpreters and have found support for this position in federal statute.
The legal basis for a patient's right to language access was established with Title VI of the 1964 Civil Rights Act, which states:
No person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving federal financial assistance.
Because the courts have interpreted ''national origin'' to include persons with limited English proficiency, recipients of federal funding may be found liable for discrimination for failing to provide access to language services. 31 The right to language access was reinforced in 2000 by President Clinton's Executive Order 13,166, which required all federal agencies to review their own policies and procedures to ensure appropriate access for LEP persons. In response to the Executive Order, the U.S. Department of Health and Human Services' Office for Civil Rights (OCR) released guidelines for health care providers receiving federal funding (e.g., providers who accept Medicare or Medicaid patients) on how to ensure language access, including provision of competent (i.e., trained) interpreters at no cost to LEP patients who cannot communicate with their providers. 32 The guidelines, however, afforded considerable flexibility to providers on how to meet the requirement and provided no additional resources, thus limiting the potential for effectively addressing the problem of language barriers in health care settings.
To increase the effectiveness of this policy, advocacy groups have focused considerable efforts on public campaigns designed to increase consumer awareness of the right to language access afforded by federal statute. New California Media's statewide ''Does Anyone Here Speak My Language?'' campaign using ethnic media outlets is a prominent example of an educational campaign to inform LEP individuals of their language rights in the health care setting. This strategy of empowering individuals is based upon a bottom-up model of change that recognizes individual capacity for self-representation, health decision making, and health care participation, and has been used with success by advocates for the deaf community after passage of the Americans with Disabilities Act. 33 In this model, increased individual awareness of the legal right to communicate with providers empowers individuals to request or insist on these legally mandated services. This cumulative individual pressure on health care institutions, reinforced by the OCR, ideally results in improved availability of language assistance services. In fact, this approach has created significant gains across a variety of health care settings. 34 For example, 1 of Northern California's most comprehensive Interpreter Services was borne out of an OCR complaint against Oakland's Highland Hospital in 1980. However, no study to date has examined whether or not efforts to increase LEP individuals' awareness of language laws translate into improved language access for LEP individuals at the health care encounter. The goal of our study was to determine the extent of LEP individual awareness of language law and to investigate the impact of this awareness on language access as measured by interpreter utilization among a multilingual sample of LEP individuals in California. We hypothesized that individuals with awareness of language law would be more likely to report interpreter utilization in the health care setting.
METHODS
A statewide telephone survey was conducted in 11 non-English languages by Bendixen & Associates on behalf of New California Media in June 2003. The survey, part of an initiative to raise awareness of language barriers in health care settings, was designed to assess ethnic Californians' awareness, attitudes, and experiences with the health care setting. 35 Participant telephone numbers were chosen by a probability sampling method that used information from the U.S. Census on the geographic distribution of ethnic groups to intentionally and efficiently oversample smaller ethnic groups. Participants were included in the survey if they were at least 18 years of age, self-identified as a member of 1 of the survey's targeted ethnic groups, and indicated a preference for being interviewed in a survey language. A target sample of 1,200 was chosen to allow for a 3% sampling error in poll results. Sampling was concluded when 1,200 consecutive participants who met inclusion criterion had been interviewed in the following languages: 100 in Armenian, 100 in Cambodian, 100 in Cantonese/Mandarin, 100 in Farsi, 100 in Mien, 100 in Korean, 100 in Russian, 100 in Tagalog, 100 in Vietnamese, and 300 in Spanish. Survey languages represent those served by New California Media and most commonly spoken in California. Interviews were conducted with 74% of those contacted who met inclusion criteria. No further information was collected on those who declined to participate.
A member of the study team (AC), the executive director of New California Media, and Bendixen & Associates developed the survey questions through expert opinion and previous survey review. Survey questions were translated using a 2-step process whereby after initial translation, a second, independent translator reviewed the questions to ensure completeness, accuracy, and cultural appropriateness. The telephone survey was pretested by using an identified sample who met study inclusion criteria. For each of the 11 languages, 10 pretest interviews were conducted.
The final survey contained 48 questions addressing issues of health care access, satisfaction, understanding, and knowledge. The survey assessed English proficiency using the U.S. Census question ''How well do you speak English?'' scored on a 4-point scale. The U.S. Census Bureau defines individuals as LEP if they respond ''well,'' ''not well,'' or ''not at all'' to this question, while those who respond ''very well'' are considered English proficient. We chose to apply the Census Bureau definition of LEP to our study, reasoning that a high level of fluency is required for health care settings given the risks for miscommunication even when language is not an issue. 36 Only LEP participants were included in the analysis.
We considered participants to be aware of the language law if they answered ''yes'' to the question ''Did you know the law in the United States gives you the right to a [participant language] interpreter when you visit a clinic or hospital?'' Those who answered ''no'' were considered not aware of the language law. Those who answered ''don't know'' were not included in the final analysis.
While participants were not asked how many different providers they saw or the number of times they interacted with the health care system, they were asked, ''Is there a particular doctor's office, clinic, or health care center that you usually go to if you are sick or need advice about your health?'' to assess an individual's usual communication experience with her/his primary provider. In an effort to control for health care utilization in our analyses, we considered participants to have a usual source of care if they answered ''yes'' to this question under the assumption that those with a usual source of care would be more likely than those without to use language services. For those who responded ''no,'' the primary reason for not having a usual source of care was elicited. Only those participants who reported having a usual source of care were questioned about provider language concordance.
Language access was defined as either having a languageconcordant provider or utilizing an interpreter in the health care setting. We considered participants who responded ''yes'' to the question ''Does your doctor speak [respondent language]?'' to have a language-concordant provider. Only those who reported not having a language-concordant provider were asked, ''Who helps you communicate with your doctor-a professional interpreter, a staff person at your doctor's office, a family member, a friend, or do you do the best that you can in English?'' The survey design allowed multiple responses. Although the use of untrained bilingual clinical or clerical staff as ad hoc interpreters may compromise health care quality, we considered participants to have utilized an interpreter if their response included ''professional interpreter'' (i.e., trained, with primary job role as medical interpreter) or ''staff member'' as it is often difficult for lay persons to distinguish between the 2. Those whose responses only included ''family/friend'' or ''do the best I can in English'' were considered to not have utilized an interpreter.
''Don't know/not applicable'' and missing responses to study variables accounted for less than 4% of total responses and were excluded from the analysis. Approximately 25% declined to report income. This missing response was maintained as an income category.
Data for age, income, years in the United States, and insurance were collected within detailed strata. We collapsed strata into categories after verifying no differences in association with outcome variables between contiguous strata.
We hypothesized that awareness of language law would be associated with improved language access through increased interpreter utilization. To test our hypothesis, we used multivariate logistic modeling to estimate the independent effect of awareness on interpreter utilization after controlling for age, gender, education, insurance, income, years in the United States, and level of English proficiency. Because having a language-concordant provider also constitutes language access and participants with a language-concordant provider were not asked about interpreter utilization, we conducted a separate analysis to assess the independent association of awareness of language law with having a language-concordant provider. We also conducted an analysis to assess the association of awareness of language law with language access overall (interpreter or language-concordant provider). To assess the potential bias introduced by excluding ''don't know'' responses to the question ''Who helps you communicate with your doctor?'' we repeated the analyses, recoding ''don't know'' responses as utilizing an interpreter. To assess the potential bias introduced by lack of health care utilization, we repeated the analyses excluding those participants who reported having no usual source for health care. Finally, we checked for differences in the effect of awareness of language law across demographic and socioeconomic subgroups.
RESULTS
Of the 1,200 survey participants, 1,000 (83%) were LEP. As compared with their non-LEP counterparts, LEP participants tended to be less educated (54% vs 84% with high school equivalent), more recent immigrants (33% vs 13% in the United States less than 10 years), and more likely to be uninsured (23% vs 12%). Limited English proficient patients used various methods through which to communicate with their providers. Figure 1 illustrates the percentage of participants at each level of English proficiency who used each communication method. Of note, among those rating their ability to speak English as ''not well'' or ''not at all,'' 12% and 3%, respectively, relied upon their own English skills when communicating with their health care provider. Overall, 60% of the LEP patients in our study reported utilizing either an interpreter (professional interpreter or bilingual staff) or a language-concordant provider.
Three hundred and seventy-one (37%) LEP participants were aware of the language law. The demographic and socioeconomic characteristics of LEP participants by awareness of language law are shown in Table 1 . Limited English proficient participants who were aware of the language law were significantly more likely to be over the age of 65 (17% vs 11%, P =.01) and marginally more likely to be publicly insured (38% vs 32%, P =.06) than those who were not aware of the language law.
After adjusting for age, gender, education, income, insurance, years in the United States, and level of English proficiency, we found no association between awareness of language law and interpreter utilization (adjusted odds ratio [OR] 0.66; 95% confidence interval [CI] 0.38, 1.17; P =.16). However, awareness of language law was significantly associated with having a language-concordant provider (adjusted OR 1.64; 95% CI 1.19, 2.26; P =.003). There was no association between awareness of language law and language access overall (interpreter utilization or having a language-concordant provider) (adjusted OR 1.17; 95% CI 0.88, 1.57; P =.28). When we repeated the analysis using a more conservative definition of LEP to include only those who self-rated their English ability as ''not well'' and ''not at all'' only, awareness of language law remained unassociated with interpreter utilization and weakened its association having a language-concordant provider (adjusted OR 1.56; 95% CI 1.00, 2.42; P =.05).
When we repeated the analyses recoding ''don't know'' responses as utilizing an interpreter, we observed no significant change in the results. To estimate the impact of health care utilization on our results, we also repeated the analysis excluding those without a usual source for health care. There was no significant change in the results. Of note, those who reported that they spoke English not well or not at all as compared with those who said they spoke English well were more likely to have language access (overall adjusted OR 2.91 and 3.30, respectively; Po.0005). We found no differences in the effect of awareness of language law across demographic and socioeconomic subgroups.
DISCUSSION
Previous research has focused primarily on documenting the existence of and adverse effects of language barriers on health care. Few studies have solicited LEP individual knowledge or perspectives on the issue, and none across so many languages. To our knowledge, this is the first multilingual study to focus on the extent of individual awareness of language law and its association with language access. We found that only 38% of our survey participants reported awareness of the language law affording LEP individuals the right to an interpreter in the health care setting.
We expected that LEP individuals who were aware of the language law and did not have a provider who spoke their language would be more empowered to self-advocate for language services and therefore more likely to report interpreter utilization than their counterparts who were not aware of the language law. We found that awareness of language law was not associated with interpreter utilization, but was associated with having a language-concordant provider. These findings persisted after adjusting for demographic and socioeconomic characteristics and having a usual source of care. Our unexpected findings suggest several possible explanations. Health care organizations and providers may not be aware of their legal obligation to provide language access services for LEP individuals. Alternatively, individual requests for professional interpreters may not be effective at overcoming provider and organizational-level barriers until the collective impact of such requests reaches some threshold or triggers an OCR complaint. For example, organizations may not respond to requests for trained interpreters if they perceive LEP individuals to constitute too small a market share to merit hiring new staff. On a provider level, clinicians may harbor strong feelings about LEP individuals' obligation to bring their own interpreters, or may not be aware that untrained interpreters such as family and friends frequently make significant errors and omissions in interpreting and therefore consider using untrained interpreters appropriate language access. For LEP individuals who want to realize their language rights, such barriers may leave finding a provider who speaks their language the only option at hand.
Our study had several limitations. First, cross-sectional, self-reported data are subject to the inherent limitations of recall and comprehension. Second, the survey does not elicit how many times individual participants encountered the health care system. It is likely that the more health care interactions a given individual has, the more likely s/he will encounter an interpreter at least once. Instead, the survey attempted to elicit the individual's usual communication experience with his or her provider. Further, when we excluded participants without a usual source of care, our results did not change.
A third limitation is that because so few participants reported receiving ''professional'' interpretation (41 of 424 responses), we expanded our definition of interpreter utilization to include bilingual staff. This analytic approach likely led us to overestimate the extent of language access for the participants as measured by interpreter use. However, this only reinforces our findings that awareness of language law in this cohort was not predictive of increased access to trained interpreters.
Fourth, the survey was not able to provide an objective metric of participants' English proficiency, instead relying on self-reported proficiency. However, we are not aware of any currently available validated assessment tool to gauge English proficiency (akin to the TOFHL for health literacy). We chose to use the standard and widely accepted U.S. Census Bureau definition of ''LEP.'' Further supporting our choice was the survey design, which used non-English language preference as an inclusion criteria for participation, suggesting a lower comfort level for communicating in English, even among those who reported speaking English ''well'' or ''very well.'' Nevertheless, when we repeated the analysis excluding those who selfrated their English ability as ''very well'' and ''well,'' awareness of language law remained unassociated with interpreter utilization and weakened its association with having a languageconcordant provider, suggesting that the most LEP individuals are least able to overcome language barriers.
Fifth, the clustered sampling method may have resulted in participants with higher levels of awareness of language law and access to language-concordant providers than may exist in more geographically dispersed LEP communities. As such, our findings may overestimate language access and be less generalizable to more isolated LEP individuals.
A final limitation particular to this California study of language access is the existence of state laws (California DymallyAlatorre Bilingual Services Act and the Kopp Act), which require language access services only if at least 5% of people served speak a specific language. 37, 38 We were unable to con- textualize the impact of this threshold, as we had no measure of community language prevalence with which to match with individual respondent language. However, when we examined awareness of language law among LEP participants who spoke Spanish, the second most common language spoken in both California and the United States, there remained no association between awareness of language law and interpreter utilization or having a language-concordant provider. Despite these limitations, our findings highlight several disconcerting realities. While federal policy has mandated that health care providers receiving federal funding provide meaningful language access to LEP patients for over 4 decades, 2 of every 5 LEP participants in our study reported having no language access in the health care setting irrespective of their awareness of language law. This finding illustrates how policy lacking rigorous guidelines, enforcement, and resources often fails to adequately address the problems prompting their creation, and emphasizes the need for effective advocacy for LEP individuals. Further, while it is reassuring that individuals with minimal English ability who arguably may have the most difficult time accessing and navigating the U.S. health care system are most likely to utilize an interpreter, it is of concern that 12% of patients who self-rate their ability to speak English as ''not well''-and 3% of patients who report speaking English ''not at all''-are communicating with their providers by ''doing the best they can in English.'' This suggests that those who speak just enough English to ''get by'' are at greatest risk for negative outcomes associated with miscommunication.
In summary, our findings illustrate that there is much room for raising awareness in LEP populations of their right to appropriate language access. However, even when individuals are aware of this right, it is often unrealized in the health care setting. While consumer engagement and education are important general principles that providers and advocates should continue to support, system and provider-level barriers to language access appear to override patient ability to selfadvocate, particularly when policy mandates lack resources and enforcement. Although we do need stronger and more consistent efforts to increase the number of bilingual health care providers, our findings illustrate that we cannot depend upon bilingual providers to ensure language access in every setting or for every language. Further research is needed to define what factors and/or incentives influence providers and health care institutions to offer language services. Given that financial resources often limit interpreter services, research is also needed to investigate the feasibility and cost-effectiveness of sharing existing resources across multiple centers through recent technologic advances such as remote simultaneous interpretation and videoconferencing medical interpretation to improve access to trained interpreters. Finally, health care institutions should go beyond counting interpreter positions and logging interpreter requests to more accurate assessments of how well their efforts are meeting the needs of the LEP individuals they serve. Bendixen & Associates: a survey and communications consulting group that focuses on the characteristics of the Latino population and market in the United States and Latin America.
New California Media: a statewide multi-ethnic media association run by the nonprofit Pacific News Service.
